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Date:________________________
Name of applicant:_________________________________________________________
Recommendation given by:__________________________________________________
Position/Title:_____________________________________________________________
Institution/Company:______________________________________________________
Address:_________________________________________________________________
Telephone:_______________________
In what capacity do you know the applicant:_____________________________________________________________________________
Briefly summarize the applicant’s current position responsibilities as they relate to the risk management/patient safety field.
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Verify the employer / organization’s ability to provide funding to cover the cost for professional development (if the organization will cover partial cost, the amount should be included) or if not employed, individual need.
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Briefly state why you think the applicant is deserving of the scholarship.
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature:_______________________________________________    Date:________________
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Signature:_______________________________________________    Date:________________
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